~

E UNFADING BLACK INK—MAKE A PERMANENT RECORD

DEPARTMENT OF COMMERCE STATE BOARD OF HEALTH OF MISSOURI

o 1 STANDARD CERTIFICATE OF DEATH . suwraome i 400
(EEDNAYEO 198 o e e e o 44 G0

1. PLACE OF DEATIL “rel 27 USUAL RESIDENCE OF DECEASED: a'cz’f 4
{a) County Missouri
Stat ()
(&) City or town St. IDHiS. Mo . (@ © gt.Louls *) County. 25
(31 ontaide eity of tows limlts, write “RURAL™ lnd Py hip) (¢} City or town b
(c) Na:ine of h.os;ulal or institution: /‘ ,K /f- (il ontaide sty on towr aTo ToieH HAUX
—-American Hotel 7= Tin sueet Yo AMETican Hotel = ‘ 1 5 7 -
(11 ot in boapital o fnstitation, writs strost nomber ar ﬁ-uun) {11 rural, give location)
(d) Length of stay: lo hospital or institution .
(Specify whather || {¢) Citizen of foreign country? ~F_ (Yes or No)
In this community &/
yonra, monthe of days) If yes, name cotntry, i
MEDICAL CERTIFICATION
3. (a) PRINT )
Fuil NamE Edith E._Heradon Ma: 1 1
parrowy P - 20, DATE OFfEAaﬂa Month, y ! _day
. vet R . {e) Social Securd 1
eterma 1: ty 9 hour. Z"B d mintte, ’4~ M
name war. o
21. I hereby certify that I attended the deceased from
5. ,Color or 6. (a) Single, widowed, martied, 19, to. 9.
4. Sex_..Fgm...a,.lsg_.. Mv.ﬂ_ll_t_e—_ nrced_ﬁ"]:..d'mqg..e..g_._ that T last saw h alive on. : 9. _;
6. (b} Name of husband or wife.....mmemmneee 6. (¢} Age of husband or wife If || 20d that death occurred on the date gnd hour stated above. rati
- " on
e Parnach _Haradon . alive...._ —_.years te cause of deat bt i ity et :'p"“""""-"
7. Birth date of deceazed Jlllv 5 1880 ‘ = A SOV —
(Month) (Day) {Yunr} y
8. AGE: Years Months Days if lees than ope day i, i f'-j
R
./
65 9 28 ] hr, min, N
" 3 Dgye to
9. Birthplace h._fgnn,..___j__. m
(Clty. town, or county) . {Btate or foreign country) T i ﬁ" F "
Other conditions
10. Usual secupation - {Include progunncy within 3 months of death) ﬁ
’
11, Industry or business i B PHYSICIAN
£ {1, nomn,.. DAVAd Smith A | —
= i . . . .o . Underline
E 13. Birthplace penn, /. R thecaue to
: City, town, or oounty} (S1ate or {oveign country)} =
5{ 14. Maiden name JQ'}h]’] da, Sanul: : /,__ Of autopsy m'&f
= L llst.icn]ly
é 15. Birthplace. TN e .—-(-guu%ml.l..u-;;;;;r 22, If death was due to external canses, fill in the following:
16. (s) Informant Ethel . Hetrick . . . (8} Accident, suidde, or homicide {apecify)
() Address Ft. Oglethorpe’ Ga. : {#) Date of occurrence
17. (2} I Fﬂl‘!“i :'3.1 () Date thereof 5 /A /4é (e) Where did injury occur? {City or town) (County) (State)
. {Barial, cremation. or removal) I {Month) "(Duy) (Yes) || (4) Did injury oceur in or about home, on farm, In Industrial place, in public place?
) (&) Place: burial or c:mmlnn ew St. Marcus
12, (a) Signature of funeral dlrector ..E&l.j.-th .E' _Ambmster S {Specify type °' placs) ‘q
M _4&54 n - While at work?,t__mm...._..t..b( ) o.f Injury_ >
) Address...... anQ = P
19 : ; B0 A3 . Signat 'M’N(_ """ /; ) é"‘mmr)mw«
. {a ..............__M. __.3._. m&. ...
{Date recelved toeal rarfstrar) A *a i - - Address.. )A’ £, J ....... m-'s’}w....._l)a:e Iiamed .3._.. e

(Liconsod Emhnlmar s Statement on Bam-‘ Side) 4




They

STATEMENT BY LICENSED EMBALMER

I hereby certify that the bbcly whose name is recorded on the reverse side of this certificaté was embalmed by me, or by
. . .

Reg:ster-ed Apprentice N meceeceereeceeccicsienereed

- working under my personﬁl supervision, M
' " Signed /Le OZ/ /\%

?

' r' : o o _ Licensed Embalmer Noj/g‘é ....... .................
P. 0. Address.. s y MA 7270

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fallu.re to (./mply
the above constitutes grounds for revocation of license.) -

If this body is not embalmed, fact should be so stated above.

1




No. 2B
—5-43

1 Xas930

WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

DEPARTMENT OF COMMERCE
BUREAU oF THE CENSUS

Registration District No..

2197

>3,

THE STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District No...... £

Stote File No.. SedeAtnal

2.9

Registrer's No. ...

1. PLACE OF DEATH:

(e} County

-

(5 City or town... [ o e
(If cutside c:ty ot Lown ile, write "RURAL" and nams of township)
—

{¢} Name of hospital or institution:

{Lf not in hoapita} or institution, write strest number or location)

{d) Length of stay:

In this commiunity

In hospital or institution. .

{Specify whethar

years, mouths or days)

2. USUAL RESIDENCE OF DECEASED:

(o} State () County.
(¢} City or town
(If onteide city or town limita, write “HURAL™")
(d) Street No.
(If rural, give location)
(#) Citizen of foreign country?. (Yes or No)

If yes, name country.

E

3. (2) PRINT
FULL NAME

b=

3. (¥ If veteran,

3. (£} Social Security
No.

MEDICAL CERTIFICA

name war.
— 5. Color or 6. {a) SW&!. married, .
4. Sex___.___..._\.z..,...,.... race. S | divor .
6. (&) Name of husband orwife. ... 6. (¢) Age of husband or wife if he date and hour stated above. Darati
uration
by
7. Birth date of deceased \\ A
onth)
y .
8, AGE: Years Mmths
Due to
9.
10 ther conditions
* Inclul within 3 ha of death)
11. ) PHYSICIAN
=1 Mng{ findings:
12. N operations____...
S { ame hUnderline
= i the cause to
e \ 13. Birthplace . i hioh death
(City, town, or county) {State ar foreiga country) Of autopsy should be
g 14. Maiden nome S rmed st
tistically.
S | 15 Birthplace 22. H death was due to external causes, fill in the following:
= (City, town, or county) {Stata or foreign country) " ' owing:
16. (a) Informant (a) Accident, suicide, or homicide (specify)
%) Address (&) Date of occurrence
Wh
17. (a}) (k) Date thereof. {c} ere did injury occur? prr—" T prv

{Burial, cremation, or removal)

Place: butial or cremation

(e}

(Month) (Day) (Year)

18, (a} Sig'nature of funeral director.

(b) Ad

19. (a)

iy 25 M

ar’s signature)

e/

(Ci
Did injury occur in or about home, an farm, in industrial place, in public place?

(d}

{Specily type of place)

While at work? ... () Meanas of injury.......

23. Signature (M.D.orother) ...

Address .. ... Date signed......




o0




